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Abstract: A 48-year-old woman suffering from left-side back pain
and a 3-year history of coughing was found to have a submucosal
lesion occluding the left main bronchus by chest computed tomo-
graphic scanning and bronchoscopy. The lesion showed a high
standardized uptake value of 3.9 in positron emission tomography
with fluorine-18 labeled fluorodeoxyglucose scanning (FDG-PET).
The tumor was resected with the posterior wall of the left main
bronchus through a postrolateral thoracotomy, and a large defect in
the membranous portion was reconstructed in the manner of wedge
bronchoplasty, preserving the lung parenchyma. Pathological find-
ings confirmed the diagnosis of schwannoma with no malignant
cells. Schwannoma should be included in the differential diagnosis
of endobronchial tumors with high standardized uptake values in
FDG-PET.
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CASE REPORT
A 48-year-old woman was referred to our hospital
because of left-side back pain and a 3-year history of cough-
ing. She had previously been treated for 1 year as a bronchial
asthma patient. Chest computed tomographic scanning
showed a mass in the left lung hilus 37 mm in diameter
(Figure 1). Positron emission tomography with fluorine-18
fluorodeoxyglucose (FDG-PET) revealed a high standardized
uptake value (SUV) of 3.9 in the left hilar lesion (Figure 2).
Bronchoscopy revealed a lesion with a smooth surface and
broad base on the posterior wall occluding the left main stem
bronchus. A histologic diagnosis could not be made based on
the results of a transbronchial biopsy.
The tumor was resected with the posterior wall of the
left main stem bronchus through a postrolateral thoracotomy.
A frozen section of the resection margins and locoregional
lymph nodes proved to be tumor free. A large defect in the
membranous portion was reconstructed in the wedge bron-
choplasty manner, preserving the lung parenchyma.
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FIGURE 1. Computed tomography of the chest showing a
mass (white arrow) in the left lung hilus 37 mm in diameter.
FIGURE 2. Coronal and sagittal PET slices showing in-
creased FDG uptake in the left lung hilus (black arrows,
maximal standardized uptake value 3.9).
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A microscopic examination revealed typical spindle
cell proliferation with the palisading of the nuclei, and the
tumor cells were positive for S-100 protein by immunohis-
tochemical staining (Figure 3). The tumor was pathologically
diagnosed as benign schwannoma. Postoperative course was
uneventful without any airway compromise, and the patient is
well without any medication 3 years after surgery.
DISCUSSION
A wide variety of tumors with histologies other than
squamous or adenoid cystic carcinoma, most often benign or
low-grade malignancies, make up only a small portion of all
the cases of primary tracheobronchial tumor.1 Diagnosis is
delayed in many cases because a large part of the lumen has
to be compromised before any localizing signs or symptoms
such as asthma or bronchitis appear. Schwannomas originat-
ing from Schwann cell myelin, are usually well-circum-
scribed and encapsulated masses arising from peripheral and
cranial nerves. Therefore, schwannoma at the central airway
is a very rare type of endobronchial tumor, and most pub-
lished data are case reports or experiences from very small
series.1,2 Schwannomas have been shown to increase FDG
uptake on PET, although the reason high FDG accumulations
are found in benign tumors such as schwannoma remains
unclear. Moreover, it is difficult to distinguish schwannoma
from malignant peripheral nerve sheath tumors or other malig-
nant soft-tissue tumors using FDG-PET because schwannoma
shows a wide variation in SUVs.3 Despite this heterogeneity in
FDG uptake, schwannoma should be included in the differential
diagnosis of endobronchial tumors with high SUVs. Generally,
schwannoma resection is performed only if they are symptom-
atic, moderately large, or exhibit rapid growth, but this is not the
case with endobronchial lesions. Transbronchial biopsy does not
always yield a histologic diagnosis because of its submucosal
nature, therefore complete surgical or endoscopic resection is
necessary for diagnosis and treatment.1,2,4
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FIGURE 3. Microscopic findings showing a typical spindle
cell proliferation with Antoni A pattern (H & E attain, 100)
(A) and immunohistochemical staining of the tumor cells
with anti-S-100 protein being positive (S-100 immunoperox-
idase stain, 100) (B).
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